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PHILADELPHIA ACADEMY OF SURGERY. 


Dr, James P. Hutchinson cited a case to illustrate the diffi¬ 
culty met with at times during attempted turning in of typhoid 
ulcers with subsequent fistula. The patient was a woman in 
whom perforation had occurred, the opening being about the 
size of a lead-pencil. The size of the ulcer and the condition of 
the bowel prevented turning in of the ulcer, and instead the 
thickened omentum was employed to cover the damaged intes¬ 
tine. The patient made a slow recovery, foul pus being dis¬ 
charged for some weeks. In this case Dr. Hutchinson believed 
a fistula existed, which eventually closed without operation. 
This result was accomplished by simply walling off the area of 
perforation with gauze. Dr. Hutchinson feels that recovery would 
not have followed turning in of the ulcer in this case as obstruc¬ 
tion would almost surely have resulted. Pic employed resection in 
one case where there was an intussusception in addition to several 
perforations, one and one-half feet of the bowel being removed. 
The patient lived thirty-six hours, death being due to peritonitis. 
Dr. Hutchinson believes the patient’s chances would have been 
better had the method used by Dr. Da Costa been employed in 
this case, or in any case in which resections may be necessary. 

Dr. Robert G. Le Conte agreed with Dr. Da Costa that 
resection of the bowel is a most hazardous procedure when the 
perforation is so large that it cannot be closed by suture. Ho 
had done it once and lost his case. He did not, however, approve 
of making a formal artificial anus, as described by Dr. Da Costa, 
where other portions of the bowel were deeply ulcerated, as under 
the circumstances, should another ulcer perforate, a successful 
termination, as shown in Dr. Da Costa’s case, will but rarely 
occur. Where the opening is large and other portions of the 
bowel seem seriously inflamed, he agrees with Dr. Gibbon that 
the safest plan is to wall off this area of the intestine with gauze 
from the general abdominal cavity. He had resorted to this 
expedient twice, and in both instances his patients recovered. 

PERFORATED GASTRIC ULCER, FOLLOWED BY THE DE¬ 
VELOPMENT OF AN ABSCESS BETWEEN THE 
LIVER AND STOMACH. 

Dr. J. Chalmers Da Costa reported a case of perforated 
gastric ulcer in a girl of sixteen years. The perforation was cn- 
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compassed by adhesions, and was followed by the development 
of an abscess between the stomach and the liver. In this case 
the diagnosis was extremely obscure, one suggested diagnosis 
having been tuberculosis and enlargement of the kidney. The 
patient had tuberculous consolidation of the apex of the right 

hmg. . . 

He referred to this case in order to show a deceptive skia¬ 
graph, which seemed clearly to show two calculi,—one, it might 
he thought, in the kidney, and the other in the ureter. He, 
however, followed a rule that he believed to be sound, that is 
that the clinical symptoms form the best guide; and accordingly 
he opened the abdomen, found and drained the abscess, and 
closed the perforation. On conducting a search to discover 
whether or not there was trouble with the kidney and ureter, he 
quickly found the cause of the deceptive skiagraph; there were 
two calcified colic glands. He had no doubt that such deceptive 
pictures had occasionally misled surgeons into operating for 
stone in the kidney when none existed. 

Dr. John H. Guidon referred briefly to two cases of per¬ 
forated gastric ulcer which lie had operated upon since his report 
of four cases made before the Academy about a year ago. The 
first patient was a man fifty years of age, who gave a typical his¬ 
tory, and had the typical symptoms of gastric ulcer. He was 
seen twenty-four hours after the onset of acute symptoms. He 
then had a general peritonitis; the abdomen was scaphoid and 
intensely rigid. The diagnosis of perforated gastric ulcer was 
made and the abdomen opened. The peritoneal cavity was found 
filled with seropus. In the lesser curvature of the stomach near 
the pylorus was an indurated area supposedly marking the site 
of an ulcer, but there was no perforation. Opening of the lesser 
peritoneum revealed no perforation on the posterior wall. The 
duodenum contained no ulcer, and the appendix appeared normal. 
The abdomen was closed with drainage, and eighteen hours later 
the patient died. Post-mortem examination revealed an ulcer in 
the indurated area of the stomach; there was no perforation, 
nor even signs of threatened perforation, and there was no 
other ulcerated area in the stomach or intestinal tract. Dr. Gibbon 
believes that peritonitis was caused by the ulcer, without perfora¬ 
tion. A second patient, operated on twelve hours after the onset 
of acute abdominal symptoms, had a perforation of the anterior 



PHILADELPHIA ACADEMY OF SURGERY. 


290 

wall of the stomach near the pylorus. He lived four or five days 
after the operation. He had been a hard drinker, and died 
apparently from delirium tremens, as he manifested all the symp¬ 
toms of that condition, and there was no evidence of spread of 
the peritonitis. This man had been treated for three years for 
gastric ulcer, and operation revealed adhesions between the 
stomach and liver; these probably had ruptured and allowed the 
escape of material which had been held between the two organs, 
thus giving rise to the acute peritonitis. 

GASTRO-ENTEROSTOMY FOR ULCER OF THE ANTERIOR 

WALL OF THE STOMACH, NEAR THE PYLORUS. 

Dr. Da Costa reported a third case in which an operation 
had been performed for ulcer of the anterior wall of the stomach, 
near the pylorus. He performed gastro-enterostomy, according 
to the method recently described in the Annals of Surgery, 
by Scudder, of Boston. In ease of performance and in perfect 
cleanliness, he found the operation most satisfactory. 

After its performance,—that is, the day after the operation, 
—this patient vomited quantities of bile. The second day after 
operation, this condition still continuing, he was obliged to con¬ 
sider what he could do for the girl if it was not quickly arrested. 
Fortunately, however, it was arrested by frequently washing the 
stomach; but the development of the vomiting led him to think 
that a serious objection to Scudder’s operation is that, should 
a vicious circle be formed, it could not be remedied by entero- 
anastomosis, on account of the bowel having been picked up 
too close to the duodenojejunal junction. 

The following facts seem perfectly clear: 

1. If a vicious circle exists after this operation, entero- 
anastomosis is impossible; and there is open only one of two 
methods: First, as was suggested by Dr. Francis Stewart, liga¬ 
tion of the pylorus; and, second, as occurred to him, the open¬ 
ing and drainage of the gall-bladder. This suggestion may 
have been made before, but he was not aware of it. 

He did not know what percentage of the bile that comes 
down the hepatic duct is taken externally when the gall-bladder 
is drained, but certainly a great quantity of it escapes. If one 
could by this method remove a large percentage of the bile that 



